Invited commentary  by Naylor, A. Ross
JOURNAL OF VASCULAR SURGERY
Volume 43, Number 4 Adam, Fitridge, and Raptis 705provide vascular surgical services to the uninsured popula-
tion of three distinct geographic catchment areas within the
state of South Australia. As is the case in the United
Kingdom, these institutions have no incentives to manage
patients who have developed complications after treatment
within another institution. Consequently, general medical
practitioners and vascular surgeons alike refer patients with
complications back to the institution where they were
originally treated. This referral mechanism works extremely
well, but it is conceivable that a very small number of
patients who originally underwent open AAA repair at
RAHmay have been treated in one of the other two public
hospitals, without our knowledge, during the study period.
This would not, however, represent a sufficiently large
number of patients to detract from the low reintervention
rate demonstrated in this study.
CONCLUSION
The present study demonstrates, for the first time, that
open AAA repair has excellent long-term durability in an
Australian population. These data represent an important
benchmark for comparison of the results of endovascular
AAA repair in this patient population.
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The authors concede that although this was not a study on the
incidence of complications following successful abdominal aortic
aneurysm (AAA) surgery, they do (fundamentally) require us to
accept that should a clinically important complication occur during
follow-up, the patient would always be sent back to the Royal
Adelaide Hospital for treatment. For some, this may be a major
limitation (regarding meaningful interpretation of the data), but
this reviewer was inclined to subscribe to the geographic/political
rationale provided by the authors in their defence of this method-for in this series, but in the real world of relatively enclosed commu-
nities, vascular units do tend to take back their own “dirty laundry.”
The principle results fromAdelaide are impressive. Irrespective of
gender, graft type, graft location, and (most surprisingly) mode of
presentation,4% of their patients required a secondary intervention
for graft-related complications or aortoiliac disease during follow-up.
The fact that patients operated upon between 1982 and 1992 had
higher rates of reintervention almost certainly reflects the longer
period of follow-up during which a patient could develop a problem
rather than such things as changes in surgical technique.
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nonscientific prejudices corroborated by the hard work of others
(for the last 15 years, all AAA patients in Leicester outwith research
trials have been discharged at 6 weeks), the inevitable question is
howwell will endovascular aneurysm repair (EVAR) compare? The
UK EVAR Trial has shown that although early operative and late
aneurysm-related mortality favored endovascular repair (3% abso-
lute risk reduction), it was at the cost of significantly greater rates of
complications and reinterventions that mandated lifelong surveil-
lance.1 Technology will undoubtedly improve, but the 92% prob-
ability of not requiring any reintervention at 10 years in the
Adelaide series is a difficult standard to beat. In my experience, notall patients perceive that the stress associated with lifelong com-
puted tomography surveillance and the relatively high probability
of reintervention is offset by the immediate benefit of a 3% reduc-
tion in the operative risk. The durability of EVAR is an important
issue that the UK EVAR Trial will help to resolve by extending
follow-up to 10 years.
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